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Attendees:  Michelle Salyers (ACT Center/VA), Angie Rollins (ACT Center/VA), John Manning (Samaritan Center), Dennis Moran (Southwestern CMHC), Lisa Pacheco (Gallahue), Sherri Bidwell (Gallahue), Shawna Piri (Gallahue), Lee Stephan (Gallahue), Ellen Kelley (LifeSpring), Karen Markward (Northeastern Center), Tom Gilliom (Wabash Valley Alliance), Rick Crawley (Wabash Valley Alliance), Bill Hardy (CMHC), Bridget Bascom-Hinkle (CMHC), John McGrew (ACT Center/IUPUI), Mike McKasson (Adult and Child Center), William Davis (Howard Regional Health Systems), Yaneisha Graham Lozano (Edgewater Systems), Diane Lessere (Regional Mental Health Center), Mary Rini (Swanson Center), Mark Hickman (Centerstone), Tim Thomas (Edgewater Systems), Gerry Cyranowski (Meridian Services), David Carrico (Centerstone), Steve Pitt (Southwestern Behavioral Health Care).
Staff /Others: Evan Reinhardt
Updates on ACT teams.  
Samaritan (John Manning): scored highest in the state, changes in funding resulted in discontinuing the ACT team.  The ACT concept was visibly the best clinical program instituted.   The death of a former ACT client has also led to a lawsuit since the closing of the team.   Gallhue (Lee Stephan): funding changes resulting in maintain small ACT teams (35-40) with fidelity in outlying/rural counties.  Rural standards allowed for fewer staff.  In Marion County, reduced physician time but maintained hours/number of contacts.  Fidelity is not being followed, but the staff believes outcomes could be maintained with caseload of 150 in Marion County.  CMHC (Bill Hardy/Bridget Bascom-Hinkle): ACT team covered 5 rural counties, with 80 clients.  The Center determined it was impossible to maintain fidelity with financial changes.  The result was contracted area served and number of clients served.  Basically, those clients who live outside the new geographic area served by the ACT Team are served by intensive case management teams.  Hospital days have increased tremendously with these individuals who moved off the ACT team.    People who were once successfully transitioned are now candidates for ACT again.  Overall data shows that many of the clients have declined and the scope of services is almost impossible to maintain in the current post-transformation environment.  Adult and Child (Mike McKasson): once had three ACT teams with 100 clients each.  Decision was made in February 2010 to close one of the teams based on the limited financial information available regarding the July 1st, 2010 transformation.  The primary obstacles are the engagement and outreach pieces.  The consequences have been a trending up in recidivism rates for members of the ACT team.  Inpatient admissions have also been increased during the course of this same time.  Howard Regional (William Davis): ACT team has been reduced in staff and is not meeting fidelity, but has seen some fairly consistent results.  No observable uptick in inpatient or incarceration rates.  The team is surviving, but is very staff limited.  Wabash Valley (Tom Gilliom/Rick Crawley): 115-120 clients at one time.  Result of transformation was a reduction of productivity for all staff.  Hitting productivity goals has been very difficult.  The daily meeting was cancelled for a time, but this resulted in unfavorable outcomes.  RN staff has gone from 4 to 1, MD has to spend 40% of his time elsewhere in order to cover the cost.  The team has been decertified and is running ACT-like.  The difficulty for the consumers and the staff has been very visible.  The real cost of the daily meeting has been underappreciated, thought the importance of that meeting has been also just as visible.  Centerstone (David Carrico/Mark Hickman): once 3 certified teams which were paired down to 2 and clients on the remaining teams were reduced, as well.  It looks as if the teams will at least remain for the next fiscal year.  
ACT Center Update (Michelle Salyers/Angie Rollins/John McGrew)

Fidelity phone calls revealed 16 or 32 teams were decertifying.  It seemed 80% of those 16 were still being successful.  Mr. Hickman commented engagement standards decrease makes the standards easier to meet.  Mr. Stephan suggested that shrinking geography and number of staff have allowed the remaining teams to continue.  Mr. Crawley commented that if a model could be created with the smaller teams that meet fidelity and covers cost, this would be helpful to keeping ACT at a decent level in Indiana.  Mr. McKasson stated that the individual treatment team model could be helpful to designing something similar for Indiana under the transformation system.  The sharing of resources under such a team design is the key for success.  Ms. Bascom-Hinkle stated that fidelity and certification maintenance were really at the expense of exhausting staff.  It became apparent that more staff was needed and hires were made within the past month.  The team was successful and at a break-even financially.  Mr. McGrew added the discussion refers back to the difference between Certification (overall standards, item by item) and DACS (average criterion).  Ms. Markward suggested that exploration on this very fact would be helpful.  Mr. Stephan commented DACS appears to be more flexible and allow for more internal decisions/discussion to take place.  Mr. Crawley recommended allowing the psychiatrist to be outside of the ACT teams has allowed for other areas to be given desperately needed psychiatric oversight.  Mr. McKasson added that the psychiatrist shift has been a decidedly negative for their outcomes due to the lack of time being able to spend with ACT clients.  
 Mr. Crawley asked the group how CMHCs have been able to retain engagement despite the funding shift. Mr. McKasson commented that staff has not been able to change some of their behavior.  Critical time intervention is the model being used which focuses time over a nine month period which has 3 segments of 3 months each.  The staff for these teams attempts to obtain Medicaid for clients and then pursue identification/treatment/referral for the clients regarding their mental illness.  A variety of other programs, including wellness/recovery integrations efforts for 3 days per week, Evidence Based Practices, and others are woven into the model.  The client contact minimums have been difficult to maintain.  
Potential Data Collection Effort for the ACT Center
Ms. Salyers informed the group that ACT center has applied for a grant to study ACT in Indiana post-transformation.  At the time, three CMHCs from Indianapolis were selected to study 7 teams to study fidelity, hospital data, jail data, homelessness, health information, etc.  The grant was seen as a positive concept, but the generalizability of Indiana applying to other states was questioned.  The review seemed too difficult to overcome at the time.  Ms. Eckart contacted the ACT center to explore whether Medicaid data could be used for the study and compare ACT teams to ACT like and those centers who removed their ACT teams.  DMHA seems open to the idea, but the expense might be prohibitive.  There is the possibility of writing a proposal for a statewide grant to include the entire state of Indiana regarding ACT; however, this would be a few years out for approval.  

Mr. Stephan suggested that the group needed to agree on a standard of data to analyze ACT teams.  Mr. Gilliom also commented that something needed to be completed in the next six months in order to allow enough time for an argument to be made prior to next year’s budget and looming changes in HAP funding.  Dr. McGrew stated that he is still hopeful that something can be done with DMHA.  Phone fidelity checks require much less time and are very close to meeting the standards of evaluation.  Ms. Bascom-Hinkle asked whether or not going over the ACT packages for MRO, if it would be possible to look at the packages used for 5-A clients.  The man power to fully utilize the packages is not financially sustainable.  
Discussion was pursued on what data might be most telling for ACT programs.  Revisiting the data for utilization and productivity were mentioned as possibilities, as was comparing ACT teams to non-ACT.  Mr. Carrico inquired as to how incarceration rates might be evaluated in order to include in the supporting information.  Smaller communities would be able to gather this information more easily than larger ones.

Ms. Markward posed the question to the group as to what role NAMI played in bringing ACT to Indiana.  Mr. McKasson stated that national NAMI was involved, but NAMI Indiana was involved on a limited basis.  
Data Collection Determination
Phone fidelity is an option for CMHCs no longer with certified ACT teams to compare to teams with those that are still certified.  Medicaid outcome data might not be available until October or November in 2011.  The ACT Center would also be interested in how the fidelity has varied across the centers.  Previously, there was not enough difference in the fidelity scores to tell how outcomes were linked.  In terms of the outcomes, state Medicaid/Medicare data might be required.  
State Hospital Allocation

The allocation is more than CMHCs could possibly fill.  The reduction would likely be due to “right-sizing” of the hospital beds.


Discussion

Discussion continued on possible data collection efforts and what might be most effective in use of time and resources.  While skepticism remains as to what the results of such an effort might accomplish, the group still encouraged all angles to be considered.
 Next Steps.  

Mr. Stephan suggested general medical outcomes are just as important to track in this instance for ACT clients.
Mr. Reinhardt committed to working with the ACT Center on the previously collected MRO Metrics Utilization data as well as to refining some potential data collection efforts in order to ensure maximum impact without requiring extended effort.  Mr. Reinhardt also commented to the group that he would be requesting anecdotal vignettes to be used in conversations with stakeholders, the state administration and elected officials.
Action Items.  
Mr. Reinhardt will request submission of the vignettes and will arrange a meeting with the ACT Center staff to discuss the MRO Metrics project.
Other Business.  As there was no other business, the meeting was adjourned.
